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R1 THE ROLE OF THE PHYSIOTHERAPIST DURING NON-INVASIVE
MECHANICAL VENTILATION (NIMV)
A. Brivio. Fondazione IRCCS Ospedale Maggiore Policlinico, Mangiagalli e
Regina Elena CF Centre, Physiotherapy Service, University of Milan, Italy
Chronic respiratory insufﬁciency due to Cystic Fibrosis (CF) is characterized by
an increase in respiratory load leading to alveolar hypoventilation, and impaired
outcome. The use of NIMV in patients with variable severity of lung disease has
been shown to improve alveolar ventilation and thus gas exchange allowing the
respiratory muscles to rest with the preservation of their strength. In hypercapnic
insufﬁciency, the efﬁcacy of NIMV to improve breathing pattern and arterial blood
gases (ABG) has been well documented. However, little attention has been given to
the choice of the interface and ventilatory mode. Actually, the type of the interface
may affect the outcome more than the ventilatory mode.
Interfaces are devices that connect the ventilator tubing to the patient face allowing
the entry of pressurized gas in the upper airway. Nasal, oronasal masks and
mouthpieces are currently available interfaces. Masks are usually made from a
non-irritant material such as silicon rubber. They should have minimal dead space
and a soft inﬂatable cuff to provide a seal with the skin. Face and nasal masks are
the most commonly used interfaces. Nasal masks are used most often in chronic
respiratory failure while face masks are more useful in acute respiratory failure
due to patient agitation and breathlessness. The role of the physiotherapist is very
important not only during the hospital stay but also in the educational preparation
of the patient returning home.
There are several tasks that physiotherapists have to accomplish, including operative,
educational and supportive tasks.
General tasks:
– To perform regular assessments of patients and equipment;
– Positioning of the patient and selection of the correct interface;
– Adaptation of the mask to the patient face:
– To minimize air leaks using the rubber head strap and different soft tissues.
– To improve patient comfort;
– Synchrony patient-ventilator;
– Humidiﬁcation system connection;
– Monitoring of hemodynamic and respiratory variables, severity of dyspnoea, O2
saturation, blood pressure, abdominal distension, ABG and interaction between
respiratory muscles and ventilator.
Educational and supportive tasks:
– Explain to the patient and family of all the devices used including the mechanical
ventilator;
– Describe all procedures and treatments executed;
– Expectations regarding collaboration of the patient in the whole process;
– Education in the hygiene for infection control, managing devices, instruments;
– Solve complaints of the patients with NIMV and related procedures.
R2 NATIONAL CONSENSUS STANDARDS FOR THE NURSING
MANAGEMENT OF CYSTIC FIBROSIS BY UK CF NURSE
SPECIALIST GROUP (MAY 2001): REMARKS AND COMPARISON
WITH THE ITALIAN EXPERIENCE
I. Milella. Centro di Riferimento per la Fibrosi Cistica della Regione Puglia –
Azienda Consorziale Policlinico, Bari, Italy
Caring for people with cystic ﬁbrosis (CF) can be a complex and demanding task.
The translation of the UK Consensus Standard for the Nursing Management is
offered as a guide and a training instrument to nurses, both specialist and general,
working in the CF ﬁeld. Nursing consists of a relationship involving patients, health
professionals and nurses. An holistic approach to patients and families must include
advocacy, clinical management, support and advice as well as research. Important
advances in medical management over the last decades have improved both quality
and longevity. However, due to the complexity of the disease, it is widely recognised
that people with CF should be cared for using a multidisciplinary team approach. In
the UK, the CF team includes doctors, nurse specialists, dietitians, physiotherapists,
psychologists and/or social workers. In addition, it is recommended that the CF
teams are supported by staff such as respiratory function technicians and ward
nurses skilled in caring for people with CF. Good communication is essential and
the team must allow time for regular meetings. A question arises: what is the
situation in Italy? Actually it seems not so homogeneous region by region. So the
Nurse Professional Group is planning a multi-centre study to compare if and to what
extent UK nursing standards are being followed in Italian CF Centres. Moreover this
study will be aimed to share protocols aimed to improve the quality of caring for
CF people as well as to develop a critical approach necessary to design guidelines
shaped on the multifaceted Italian situation. The joined efforts of all professionals
working in the CF ﬁeld is crucial considering that in many regions there are not yet
well established home therapy as well as community care programs. In addition there
are Specialist CF Centres and Support Services not organizationally autonomous as
far as the inpatients services are concerned. In conclusion it is urgent to work out
shared tools to care for CF people in order to guarantee to each of them the same
level of quality in the health care they can receive across Italy.
R3 THE COMMUNICATION IN THE TEAM: ASSERTIVENESS AND
CONFLICT MANAGEMENT
S. Ferens. Azienda Ospedaliera di Verona, Presidio di Borgo Trento, Verona, Italy
A group is any number of members considered as a unit. In sociology, a group
is usually deﬁned as a collection of humans or animals, who share certain
characteristics, interact with one another, accept expectations and obligations as
members of the group, and share a common identity. A team comprises any group
of people linked in a common purpose. A group in itself does not necessarily
constitute a team. A group can be perceived as a dynamic unit, which accounts for
more than the sum of its parts (members).
A well-functioning group has well-established procedures to exchange information
among the group members. Objectives, tasks and available resources must be clearly
deﬁned. Important characteristic of the team is assertiveness which is linked to
self-esteem and considered an important communication skill. As a communication
style and strategy, assertiveness is distinguished from aggression and passivity.
Passive communicators do not defend their own personal boundaries and thus allow
aggressive people to harm or otherwise unduly inﬂuence them. Aggressive people
do not respect the personal boundaries of others and thus are liable to harm others
while trying to inﬂuence them.
A person communicates assertively by not being afraid to speak his or her mind
or trying to inﬂuence others, but doing so in a way that respects the personal
boundaries of others. They are also willing to defend themselves against aggressive
incursions. Assertive people feel free to express their feelings, thoughts, and desires;
know their rights; have control over their anger. They have a good understanding
of feelings of the person with whom they are communicating. I-statements can be
used to voice one’s feelings and wishes without expressing a judgment about the
other person or blaming one’s feelings on them. An I-statement is a statement that
begins with the word “I”. It is frequently used in an attempt to be assertive without
putting the listener on the defensive.
Conﬂict is inevitable in a team. Conﬂict is when two or more values, perspectives
and opinions are contradictory in nature and haven’t been agreed about yet.
Successful conﬂict resolution occurs by listening to and providing opportunities
to meet the needs of all parties, and to adequately address interests so that each
party is satisﬁed with the outcome. Good teams always go through a “form, storm,
norm and perform” period. Conﬂict helps to raise and address problems, energizes
work to be on the most appropriate issues, helps people learn how to recognize and
beneﬁt from their differences.
R4 PARENTHOOD CHOICE ASSISTANCE
N. Urli, F. Gaudino. Dipartimento Materno Infantile e di Biologia e Genetica,
Universita` degli Studi di Verona, Verona, Italy
The ﬁrst prenatal education notions may be found in our civilization roots, with
the testimonies of a reﬂective consciousness between the parents’ actions and the
fetus’ development. Pythagoras, Plato and Aristotle would certainly not have any
clear scientiﬁc notions near that relationship. However, their intuitions, translated
in practical advice, make you surely wonder.
Parents represent their child’s environment; the parenthood constitutes a dimension
along the way of becoming a couple. Thinking about the characteristic of the
existential evolution of a person, from procreation to birth, it is good not to
under evaluate the knowledge that is related to morphological and neurological
development, certainly focused on tutoring of the fetus’ health, need to consider
the favorable conditions for the mother’s well-being, pointing at a good relationship
between her and her newborn.
The parenthood experience is characterized by deep bio-psycho-social features, able
to increase osmosis between the somatic and psychic spheres.
Ideally, a pregnancy has to be wished. It may neither be predicted nor scheduled;
it may be also totally unexpected. Nevertheless, it has to be desired, from its early
signs, and not only from the mother’s part but also from the father’s, i.e. from the
couple.
Prenatal education was born in France in the early 80’s with the attempt to gather,
select and spread all their signiﬁcant experiences developed in this ﬁeld to help
parents to become aware of their capacities and to operate harmoniously with life.
Parents may be informed or not, conscious or unconscious of that fact, the ﬁrst true
education of the child takes place during the pregnancy period which is essential
both for the person’s organic formation and for his/her personality. It is during this
period that the bases of the future development of the baby (his health and illness
status, his well-being or ill-being, satisfaction or sufferance) determine the condi-
tions that consent the development of the latent abilities necessary to the person’s
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realization as a being. The Health Care professional’s role in this environment is
that of promoting the couple’s faculties, remaining discretely behind the curtain,
careful to get every weakening signal and favoring the solving of problems.
The implementation of prenatal educational programs focused on the parents, is
considered as a valid support to parenthood, so that the expecting couples can have
an exchange with those who undergo the same experiences; moreover it enhances
the woman and the couple’s intrinsic competences, aided by the professional team
that lead these programs.
R5 THE PERSON WITH CF WHO DECIDES TO BECOME A PARENT
S. Ballarin. Azienda Ospedaliera di Verona, Presidio di Borgo Trento, Verona, Italy
Over the last decades the advances in the medical management of cystic ﬁbrosis
(CF) has dramatically improved the survival of people with CF. The increasing
mean age of this population has led all the CF community to consider and share
with patients their legitimate wish to become parent. The nurse, owing to his/her
speciﬁc role, is usually the ﬁrst health professional who is asked sometimes in
conﬁdence about this issue. This is the reason why it is not unusual that parenthood
issues are brought into the team by the nurse. Afterwards the team will have to
ﬁnd in consensus the most appropriate answer to the different individual situations.
It is necessary that the team prepare, from the very beginning of the follow-up
process, a care plan comprehensive of a lot of variables among them also the
option of becoming a parent must be included. So in the professional practice a
caring-educating plan aimed to parenthood.
CF because of its severity could make even more difﬁcult the choice to become
parent, which is a difﬁcult choice even for healthy people. For these reasons the
role of the nurse is of greatest responsibility specially considering that taking care
of people with CF means to take care of a family and then of a child too in the
case of a CF affected parent.
An educating and supportive plan must be centred on the speciﬁc characteristics
of the person who is willing to become parent and must be aimed to a get a target
compatible with the degree of independence of the couple. So the option to involve
all available resources must be considered all the same fully respecting the will and
attitudes of the couple itself.
R6 THE EMOTIONAL MOOD OF CF PATIENT ABOUT INFECTIONS
CONTROL
P. Catastini. CF Centre A. Meyer Hospital, Florence, Italy
The importance ascribed to infections prevention is patrimony of all of our patients
and their families. This is the reason why they impress their everyday life with
behaviours (especially for children) exacerbating the supposed correlation between
their practice and the onset of infection.
Our Society guidelines describe in an articulate way the possibility of crossed
infections between CF patients and suggest the most suitable way of management
the stay moments at the CF Centres and the everyday life.
Although these indications are not exactly homogeneous at an international level,
they are certainly widely followed by most of the CF Centres around the world.
The aims of these indications (infections control and prevention), associate also with
psychological and Self representation aspects that are not, we think, negligible.
Patients, in fact, and/or their care-givers consider the infections control not only as
one of the different aspects of CF treatment, but also as something that can save
from illness. This represents a signiﬁcant psychological meaning and dynamics that
is verbally reported by our patients and that requires a certain attention; for this
reason we think it is useful to explore those psychological aspects linked this part
of CF management for patients of our Regional CF Centre.
Our study is now in progress and preliminary results have been presented at the
XII National CF Congress.
The aim is to investigate possible problems and psychological costs correlating
with infections prevention and control measures, considering that those behaviours
are not supported by scientiﬁc evidences, for instance some European CF Centres
follow less strict measures.
We think it is important to evaluate the meaning that our patients ascribe to
the mentioned aspect of CF treatment, how much they increase improperly the
instructions they receive and how much they feel psychologically overwhelmed by
possible limitations in their everyday life.
R7 PSYCHOSOCIAL ASPECTS IN CAREGIVERS CARING FOR
CYSTIC FIBROSIS PATIENTS
F. Lupi2, M. Ambroni1, F. Battistini1, R. Ciambra1, F. Gobbi1. 1CF Unit, Bufalini
Hospital, Cesena, Italy; 2Department of Psychology, University of Bologna, Italy
Introduction: Family caregivers of the chronically ill need psycho-social support
while caring for a family member. Some studies have shown that suffering, burden,
depression, anger, fear and anxiety represent important topics for CF caregivers, as
well as social support, ﬁnancial issues and concerns for the future of their beloved
family members.
The aims of the present study are to: (1) translate the original American Caregiver
Quality of Life Cystic Fibrosis (CQOLCF) Scale into Italian and evaluate the
linguistic translation; (2) psychometrically evaluate the Italian version of the
CQOLCF in the Italian CF Caregivers population.
Methods: The linguistic translation followed the international guidelines suggested
by Guillemin et al. (1993) and by the Mapi Research Institute (1996) of forward
and backward translation. At the end, 15 CF caregivers were interviewed about the
Italian CQOLCF and were asked to indicate the clarity of each item and the risk
of misunderstanding the questions (face validity). The Italian and the American
CQOLCF research teams resolved semantic and conceptual discrepancies and
produced the ﬁnal Italian version of the CQOLCF. All those subjects (>18 years)
who attended the CF Unit with their loved one (with a conﬁrmed diagnosis of CF)
and who were identiﬁed as the CF family caregivers were considered eligible for the
study. They were asked to complete: (1) Informed Consent; (2) CQOLCF (Boling
et al., 2003); (3) Short-Form Health Survey 36 (SF-36): (Apolone et al., 1998);
(4) CES-D (Fava, 1981); (5) State-Trait Anxiety Inventory (STAI) (Spielberger,
1970); (6) Anagraphic Sheet. The clinical-medical variables for each CF patients
were assessed by the physician.
Results: The instrument was acceptable to CF caregivers. In the pilot study face
validity, internal reliability, test-retest validity and concurrent validity have been
explored. Once the sample will be increased, all the analyses will be conducted
again.
Conclusions: The Italian CQOLCF might become a useful measure for assessing
CF caregivers’ psychosocial aspects in clinical practice.
Reference(s)
Boling W et al. The Caregiver Quality of Life Cystic Fibrosis (CQOLCF) Scale:
Modiﬁcation and validation of an instrument to measure quality of life in cystic
ﬁbrosis family caregivers. Quality of Life Research 2003;12:1119–1126.
Quittner AL et al. The impact of caregiving and role strain on family life: Comparisons
between mothers of children with cystic ﬁbrosis and matched controls. Rehabil
Psychol 1992;37:289–304.
R8 ANTIBIOTIC RESISTANCE AND VIRULENCE DETERMINANTS IN
STAPHYLOCOCCUS AUREUS ISOLATED IN CYSTIC FIBROSIS
PATIENTS
S. Stefani1, V. Caﬁso1, T. Bertuccio1, D. Spina1, V. Demelio1, S. Chiarenza1,
C. Sciuto2, A. Sciacca1. 1Department of Microbiology and Department of
Pediatrics, University of Catania, Catania, Italy
Objectives: Staphylococcus aureus can be a respiratory pathogen in cystic ﬁbrosis
(CF) and its pathogenicity is related to a combination of virulence and antibiotic-
resistance genes. Little is known about the agr-group in CF-isolates.
This study investigated the antibiotic-resistance, the distribution of 16 virulence
determinants in 98 S. aureus strains (single or serial isolates-same strains removed),
subdivided in agr-classes, isolated during a period of 18 months from the sputum
of 60 CF patients, receiving various courses of antibiotic-therapy.
Methods: The following were performed: agr-typing by ScaI-RFLP method;
investigation of virulence genes by multiplex-PCR; antibiotic-resistance by the disk
diffusion method according to the CLSI guidelines.
Results:MRSA was isolated in 8% of cases. All staphylococci showed the following
resistance proﬁle: 37% for ERY, 21% for GM, 5% for DA, 14% for CIP, 11%
for LVX, 12% for RD, 6% for TE and 3% for C. Among the strains, agrII
was the most prevalent (35%) while agrI-III-IV were isolated approximately in
21% of cases. Within the agr-groups the distribution of virulence determinants
revealed a common conserved-core background (sarA-rnaIII-spa-icaA-hla-hlg),
whereas accessory-genes were always represented, in different combinations, and
co-possessed signiﬁcantly. Capsule type-5 was prevalent in agrI while type-8 was
prevalent in agrII/III. agrI was associated with the presence of many virulence-
genes such as cytotoxins and proteases (sea-lukE-splB) and in one agrI isolate
lukS/F-PVL was found; agrII also possessed an adhesin sdrE; agrIII was associated
with adhesins and enterotoxin (fnbA-sea-cna), the exfoliatinA was never detected;
agrIV possessed the cytotoxin lukE, adhesin cna and exfoliatinA, eta. Protease gene
(splB) was always found associated with cytotoxin lukE in agrI-II-III and, mostly,
sdrE adhesin was associated with these. A frequent inverse-correlation was found
between cna and lukE-splB in all agr-groups and a close correlation was observed
between cap8 and cna in agrIII-IV.
Conclusion: Our data demonstrated for the ﬁrst time an increase of MRSA in our
centre; furthermore, CF-persistent infections were not associated with a distinct agr-
speciﬁcity group or a diffused antibiotic-resistance of the strains, but rather S. aureus
isolates have a complex distribution and combination of virulence determinants
which contribute to S. aureus pathogenicity in CF patients.
